Because the Medicare program of the Health Care Financing Administration (HCFA) subsidizes medical care for almost all Americans aged ^65 years, its computerized claims may be used to estimate specific health care utilization in this age group (1) . For example, samples of national Medicare data have been used to estimate that Medicare beneficiaries underwent approximately 1.3 million cataract extractions in 1991 (2, 3) . Partly as an internal evaluation of the completeness of data capture, an analysis of cataract surgery utilization among residents of Olmsted County, Minnesota (4, 5) included a separate assessment of concordance between information from the study's clinical databases and local Medicare figures for the same population.
MATERIALS AND METHODS
We analyzed rates of cataract surgery performed between 1980 and 1994 in residents of Olmsted County, Minnesota, using indexing databases from the Mayo Clinic and the Rochester Epidemiology Project (6, 7) . By linking records from the Mayo Clinic, the Olmsted Medical Group, and their affiliated hospitals and other providers, these databases identify virtually all medical care provided to residents of the city of Rochester and the rest of Olmsted County. The total population of the county was 106,470 in 1990 (8) .
We Thus, the number of procedures of interest identified through Medicare versus Rochester Project data (i.e., the Medicare/Rochester Project ratio) was 1,148/ 1,353 = 0.848. Investigation of this relatively low figure indicated that ratios were relatively stable across age strata (table 1) . However, while the ratio for 1989-1991 and 1993 combined was 0.956, it was only 0.540 for 1992 as a whole. When data were stratified by month for the years 1991-1993 (figure 1), the ratio was found to have declined from 1.000 in December 1991 to 0.200 in September 1992. It climbed back up to 0.960 in December 1992. With some monthly fluctuation, the ratio for 1993 averaged 0.946. 
DISCUSSION
Various methodological issues associated with the use of Medicare data for epidemiologic and health services research have been discussed elsewhere (1-3, 11, 12) . While the internal concordance of various Medicare data components has been addressed (13), Rochester Project data allowed Medicare claims data to be compared with external population-based data on the same population. We obtained Medicare data from the local peer review organization rather than from HCFA's Medicare Provider Analysis and Review Part A file, because Part A data would incompletely capture outpatient cataract surgery. The 5 percent random sample data also available from HCFA include Part A and Part B claims and should, therefore, capture outpatient surgery. However, since this data set is a random sample which does not include all cases, it could not be used to assess concordance with Rochester Project data designed to capture all cases.
Medicare/Rochester Project ratios were reasonably stable across age strata ( encounter claims data directly from fiscal intermediaries. However, as of July 1992, HCFA began routing this information from the fiscal intermediaries directly to HCFA, and from there to the state peer review organizations. The Foundation appears to have received incomplete claims data for several months early in the implementation of this procedure. The interval between Medicare encounters and the routine processing of their claims would explain the timing of the observed data shortfall. Regardless of the reason, our study identified a time frame in which local Medicare data may have systematically underestimated the numbers of cataract extractions performed. Such undercounting appears to better explain the 1992 decline in Medicare claims than would a bona fide transient reduction in the numbers of patients treated, since numbers based on Rochester Project data were reasonably stable over the entire study time frame.
Estimates of the frequency of cataract surgery in Olmsted County based on Medicare and Rochester Project data from before and after 1992 were concordant within 5 percent. Our record review indicates that only 0.9 percent of the included patients should have been excluded from the Rochester Project data. Therefore, the documented absence of significant miscoding makes the 5 percent discrepancy seen during periods of stable Medicare data transfer procedures unlikely to reflect overascertainment in the Rochester Project data. The number of patients incorrectly excluded from the Rochester Project data could not be determined.
Our review of Medicare and Rochester Project data suggests that these two sources provide reasonably accurate estimates of the frequencies of procedures performed in nonfederal facilities among patients aged 2:65 years. The minor discrepancy between Medicare and Rochester figures for years other than 1992 appears to represent slight underascertainment by the Medicare system. This may reflect coding errors or coverage not provided to all county residents aged £:65 years. In patients with known bilateral cataracts, primary extraction procedures performed in the two eyes would be separated by several weeks. Rochester Project data would count such sequential bilateral procedures separately. Since a provider would be unlikely to file a single Medicare claim for primary cataract extractions performed sequentially on both of a patient's eyes within a short time frame, this is not a probable explanation for the minor overall data shortfall. Low managed care penetrance in Olmsted County decreased the degree to which variations in Medicare capture of care provided to participants in capitated health care plans could have been responsible for the minor data shortfall seen in our study population. However, this may be a major factor in locations with a larger managed care presence.
Our study identified significant discrepancies between local Medicare data and clinical database information related to a single procedure performed during a limited time frame in a circumscribed population. The postulated explanation for the shortfall detected in our study would presumably not affect estimates of cataract surgery incidence in the United States extrapolated from the nationwide 5 percent sample. However, it might be useful to compare national data from 1992 with figures from 1991 and 1993 to exclude the possibility of major discrepancies.
The degree to which similar problems would be encountered using local Medicare data generated in other settings or for other procedures is unknown. Nonetheless, to whatever degree other researchers use Medicare claims data from their local peer review organizations to estimate health care utilization by Medicare populations, they should be aware of the potential limitations of data from 1992. Estimates based on local Medicare data could be externally validated by comparing clinical and administrative information reflecting the same patient population experience. For example, investigators could periodically compare numbers of procedure-specific Medicare claims filed by a given institution with data on the same encounters as provided by the local entity administering Medicare claims. This would facilitate identification of potential discrepancies, while encouraging appropriate use of the significant data resource represented by Medicare claims information.
